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CORRESPONDENCE
The Small Abdominal Aortic Aneurysm:
Conservative Management or Endovascular Repair
We refer to the publication by Zarins and colleagues
and the subsequent commentaries and letters.1e4 We
support the value of the scientific study of the man-
agement of small aortic aneurysms and particularly
the development of medications to slow aortic expan-
sion.5 One point that appears to have been missed in
the comparison of endovascular aneurysm repair
(EVARmatch) and conservative treatment (UK small
aneurysm cohort, UKSAT) is the effect of increasing
use of EVAR for repair of large aneurysms. In the
UKSAT, 73% of the surveillance group ultimately
required aortic repair almost exclusively by open
surgery.6 This surgery was associated with a 7.1%
peri-operative mortality, much greater than reported
for EVAR of large aneurysms and making up a major
part of the 6.6% aneurysm-related mortality at 5
years.6e8 Given that over 50% of aortic aneurysms
are now repaired by EVAR a study today of a conser-
vatively managed group of small aneurysms would
be expected to yield a significantly lower aneurysm-
related mortality. The use of the conservative arm of
the UKSAT to compare outcomes statistically or calcu-
late power for randomised trials for small aneurysms
would need to take this into account.
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Misleading Algorithms in the Treatment
of Thoracic Aortic Injuries
Dear Sir,
The review article on the Management of Blunt
Thoracic Aortic injury1 was timely as there have
been so many recent changes to the demographics,
pathophysiology, diagnosis and treatment of this
life threatening condition. Unfortunately, the authors
have made several important errors and also missed
doi:10.1016/j.ejvs.2006.04.028, available online at
http://www.sciencedirect.com on
Common Peroneal Nerve Injury during
Varicose Vein Surgery
Dear Editor,
Giannas et al. suggest that most common peroneal
nerve (CPN) injuries following varicose vein sur-
gery result from stab avulsion injuries.1 We have
*Corresponding author. Dr Anthony Nicholson, Department of
Radiology, Leeds Teaching Hospitals, Beckett Street, Leeds LS9
7TF, UK.
334 Correspondencea valuable opportunity to discuss and propose a log-
ical diagnostic imaging and management algorithm.
The discussion of the radiology in the context of
trauma imaging is both inaccurate and anachronistic
and will mislead every trainee surgeon and medical
student who hopes for enlightenment by reading the
article. The chest radiograph is no longer the first
line screening tool in a modern trauma centre.
Patients with a history suggesting trauma sufficient
to cause aortic injury need a multislice CT scan
(MSCT).2,3 MSCT is far superior to angiography in
demonstrating aortic injury, but needs to be inter-
preted by someone who knows what they are looking
at. With this proviso if it is considered normal then
normal it is. It will detect subtle aortic injury which
is not demonstrable on the chest radiograph and
may be occult even on high quality angiography. CT
will also give information regarding other soft tissue
and bony injuries which might take precedence in
the patient’s management.
Two further issues require clarification: Firstly cut
film angiography is obsolete and has been entirely
replaced by digital angiography which may be viewed
either subtracted or as native images. Secondly non-
ionic contrast agents have beenused almost exclusively
for angiography and CT scanning for many years. The
volume of contrast required is approximately the
same for CT and angiography. If there is an issue
regarding renal function mannitol is of no value but
there is level 1 evidence that isosmolar non-ionic
contrast agents such as Iodixanol are safer.
The most important complications of endovascular
repair are spinal cord ischaemia and iliac rupture, the
former being uncommon as usually only a short
segment of the aorta around the isthmus is involved.
In the context of TAI discussion of endoleaks is
irrelevant. The injury is a focal false aneurysm and
is invariably treated with a single stent graft hence
avoiding Type III endoleaks. As there are no branch
vessels Type II endoleak cannot occur. Finally al-
though the durability of a stent-graft is unknown in
young patients this hardly applies to the elderly.
Given the reduction in mortality afforded by stent-
grafting this should be considered the first option
rather than open surgery. If necessary surgical revi-
sion can be undertaken in the future when the patient
is stable.
The authors present a confusing message regarding
the management strategy leaving the reader unclear
as to whether TAI should be treated as an emergency
or can be treated electively if at all. This should be
clarified according to the site and nature of the TAI
and the presence or absence of other significant or
life threatening injuries. The acute managementEur J Vasc Endovasc Surg Vol 32, September 2006pathway for these patients is of key importance in
terms of preventing death from aortic rupture or
from other injuries and also in the prevention of
long term sequelae. If the TAI is the most severe injury
this takes precedence. If the TAI is not immediately life
threatening then other injuries may be attended to first.
Haemodynamically stable patients with non-life threat-
ening injuries are less likely to rupture but are at risk of
developing late complications such as true or false
aneurysms or dissection. To prevent this such injuries
may be treated semi urgently. When the injury is in
the typical site at the aortic isthmus then stent grafting
should be considered.
Yours faithfully,
D. Kessel,1 A. Nicholson1* and P. Gaines2
1Department of Radiology, Leeds Teaching Hospitals,
Beckett Street, Leeds LS9 7TF, UK
2Sheffield Vascular Institute, Northern General Hospital,
Sheffield S5 7AU, UK
E-mail address: tonynick@tonynick.karoo.co.uk
References
1 NZEWI O, SLIGHT RD, ZAMVAR V. Management of blunt thoracic
injury. Eur J Vasc Endovasc Surg 2006;31:18e27.
2 CLEVERLEY JR, BARRIE JR, RAYMOND GS, PRIMACK SC. Direct findings of
aortic injuryoncontrast-enhancedCTin surgicallyproven traumatic
aortic injury: a multi-centre review. Clin Radiol 2002;57:281e286.
3 MULLINIX AJ, FOLEY WD. Multidetector computed tomography and
blunt thoracoabdominal trauma. J Comput Assist Tomogr 2004;
28(Suppl 1):S20eS27 [review].
Accepted 23 April 2006
Available online 22 June 2006
